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Writing in 1939 Le Gros Clark and Titmuss 
1
 warned of the dangers facing the UK in 
relation to its food supply, they highlighted the dangers from a food system that had 
moved from small urban populations drawing sustenance ‘from their surrounding 
countryside’ to a central supply system controlled by a smaller and smaller number of 
companies. They also pointed out the challenges to national food security in the light of 
the forthcoming War as well as the fact that policy in the inter-war period had failed to 
plan for such an eventuality. Earlier, in 1936, Boyd Orr 
2
 had pointed out concerns over 
the role of poverty in relation to healthy diet, a process begun a century before by people 
such as Chadwick, Engels and Seebohm Rowntree. 
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 During the War and in the 
immediate post-war period some of the inequality issues were addressed through 
rationing. Now again, we are facing a national food problem albeit that the underlying 
drivers are different but the headline issues are similar namely issues of food supply and 
over-reliance on food from overseas, health concerns, control & management of the food 
trade and dispersal to the community. The detail of the concerns has changed in that we 
are concerned with diet related non-communicable diseases (DRNCDs), obesity, the 
control of the food chain by a small number of operators, food miles, food access and 
food poverty; yet we still lack a coherent policy approach.  . 
 
What has health promotion done to contribute to these issues and their solutions? In the 
global economy many things have changed which health promotion practice has not kept 
pace with.
6
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 Lest I be accused of being overly pessimistic there is a need to acknowledge 
positive things have been achieved with food and health and there are beacons of good 
practice. Look at the school meals situation (ala Jamie Oliver) and the growth of local 
food networks and systems, all offer promise. Yet even here these must be contrasted 
with recent evaluations of the English fruit and vegetable scheme (SFVS), 
8
 a Food 
Standards Agency report on low incomes 
9
 and the failure of health promotion to 
contribute to solutions. The SFVS evaluation of the school fruit scheme showed no 
overall improvements in the diets of children. Closer analysis shows that the scheme had 
an impact within the setting of the school but this impact was muted by other activities in 
the environment such as food advertising/promotion, food availability and siting of food 
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outlets. So you can be successful in the setting you are working in and have some 
‘control’ over -such as a school- but the gains here may be offset by issues outside the 
setting and your control. This does not mean that health promotion interventions are not 
successful in their own right but that there are a myriad of things happening in the wider 
social and economic environment which have an impact and which small-scale health 
promotion projects cannot influence to any great degree. A Food Standards Agency 
official commenting in a press release on the findings of a report into diet and low 
income said the findings ‘suggests that the dietary pattern of people on low incomes is 
the same as the general population, although some areas of their diets are slightly worse’ 
and goes on to say that the gap is ‘not as big as some feared’,10 this jars with the 
experience of many health promotion workers working with those living in poverty and 
on low incomes. What such research does not detail is the effect that day-to-day living on 
the margins has on families and individuals and the struggle that they engage in to make 
ends meet. 
11
  
12That the ‘gap is not as big as some feared’, skirts over the issue that there 
is an inequity and the report does not address the inputs necessary to address these gaps. 
The figures for food security, from the report, read alarmingly for a modern developed 
country, with 36% indicating that they could not afford to eat balanced meals with 22% 
reducing or skipping meals, and 5% reported not eating for a whole day, because they did 
not have enough money to buy food. The FSA takes the view that ‘this study did not 
identify any direct link between dietary patterns and income, food access or cooking skill’ 
and that the findings from the study will be used ‘to help inform their policy making in 
areas of diet, nutrition and health – in particular those departments with responsibility 
for lifestyle issues such as smoking and drinking’. 3 It is heartening that those on low 
incomes are taking on board the healthy eating messages and acting on them and also that 
cooking knowledge/skills may not be barriers to healthy eating for the poor, something 
we showed in this journal nine years ago. 
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 The areas of food access remains more 
contentious and reporting that the dominant means of access is through supermarkets and 
therefore the poor are like the rest of society does not make it easy or easier for them.
15
 
Research from people such as Dowler show that the poor can cope but have to expend 
more energy and resources to do so. 
16
 Does all this herald a return to health education 
type programmes with the downstream focus on information, attitudes and individual 
choice? Of course choices are ultimately individual but these individual choices are 
influenced by a wide range of other influences such as income, geography and culture. 
That the poor have the same problems as other groups in the population is not unique 
what is unique- and disturbing- is that the solutions to the problem are seen as within the 
remit of lifestyle and not structure.   
 
Of course what both of these two examples of national evaluation and research show is 
that data of this nature does not address the impact of locality and the struggle that living 
in poverty bring with them. This is where health promotion practice and research and 
evaluation have a part to play. Food projects based on and which uphold health 
promotion principles have many benefits and can impact on wide range of criteria.
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We are currently seeing less funding and support for food projects at a time when food 
issues have never been more important. This increased concern over food is partially 
driven by food scares of both a chronic and acute nature; salmonella in chocolate, rising 
 3 
levels of diabetes, and a food system that contributes to unhealthy eating and ultimately 
to obesity, are among the many to reach the headlines. The response of government is 
muted with the state seemingly unwilling to step in to promote and protect the health of 
its citizens at a structural level of policy development eg the banning of advertising or the 
introduction of food taxes and subsidies. 
20
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  There is also an expectation that projects at 
a local level will deliver on goals which are not supported by activities or policy 
upstream.  
 
These dilemmas have contributed to the lack of a comprehensive evidence base for health 
promotion and food as has the emphasis on scientific and individual rationality at the 
expense of family and communities. Systematic reviews are generally taken to be the 
gold standard but still need interpretation and application to the work context and setting. 
Many research reviews are based on the principle of evidence based clinical practice and 
as such have what is called high internal validity (what they measure and find is accurate 
for the setting under study) but often poor application to the real world (poor external 
validity). For example the research evidence on the benefits of consuming five fruit and 
vegetables a day are incontrovertible but the ways in which you can achieve this are less 
clear. This is where health promotion can contribute with a focus on practice, the 
translation of research into practice and the subsequent evaluation of this is of the utmost 
importance. We need to encourage and develop a clear and unambiguous evidence base 
of and for health promotion practice and move away from research that offers nothing 
more than descriptions of process.  
 
Health promotion practice suffers from a lack of evidence-based, well-designed 
intervention projects.
22
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  This introduces the dilemma for local food based health 
promotion projects, do nothing or intervene? One way of addressing this is by adopting 
what Robinson and Sirard call a solution-orientated approach.
24
 This means that past 
orientation or lack of evidence of cause can be overruled in favour of future orientation. 
In essence, this moves the focus of future work away from developing more descriptions 
of the problem to working on solutions and hence the importance of generating practice-
based evidence. This is evidence that arises from actually trying to solve a problem from 
first principles. 
 
There is a dilemma for health promotion with the temptation that we should simply focus 
on smaller and smaller settings where we can influence the situation. This would as a 
strategy, be disastrous and may not address issues of inequality. Health promotion work 
of a similar strand in an area or region could combine to develop more robust 
interventions and evaluations sharing both set-up costs and expertise in both management 
and evaluation areas. In research and evaluation terms this would allow a critical mass to 
be built up of interventions and thus allowing the findings to speak with authority. This is 
not to be confused with a call for more quantitative research on food and health 
promotion but for more robust health promotion research and evaluation which addresses 
the issues of implementation.  
 
The FSA report on food and low income, referred to earlier, highlights the finding that 
nutritional intakes of all income groups are below recommended levels and gaps between 
 4 
those on low incomes and other groups remain. This at worst highlights the need for a 
universalist approach to healthy eating with all groups, regardless of income, targeted. 
The danger with such an approach is that it widens the inequality as those groups who are 
more affluent can act and can afford to adopt their lifestyles. A selectivist approach runs 
the danger of stigmatising groups targeted and of the inequality gap increasing as the 
poor still lack the resources (social and financial) to act on the issues.  Perhaps the best 
approach is to combine both approaches with a whole population or universalist approach 
being supplemented by a targeted or selectivist approach to ensure inequalities do not 
widen.  
 
So what can HP do? This journal has been a forum for the voice of both health promotion 
practitioners and researchers seeking a radical approach to health promotion. As a group 
we have not always been our own best critics or advocates. My suggestion is that health 
promotion needs to address three areas: 
Firstly adopt the motto of the environmental movement and think global while acting 
local, often called ‘glocalisation’, this should involve looking both ways at the one time, 
while helping participants learn new skills and knowledge also allowing them to 
understand, question and advocate about the ways the global food system influences their 
choice and decisions.  
Secondly evaluation and research needs to be core to health promotion activity and 
develop more robust approaches and move away from mere descriptive narratives of 
process. Academics and practitioners should work together to develop new learning from 
programmes and this may mean less individual evaluations and more grouping of projects 
and resources.  This should address the ‘projectitis’ of a host of health promotion activity 
and ensure sharing of resources to maximum benefit. This would allow sharing across a 
range of activities and areas. Evaluation and research on food-based activities is 
traditionally weak, too many evaluations that I see are tagged on at the end of a project 
and/or lacking rigour and there are too many small scale evaluations (an individual 
cooking project) we need to combine to have a critical mass of projects and develop 
programme evaluation. 
Thirdly be clear that our activities contribute to food equity and reducing inequalities and 
all research and evaluation should address this.  
 
Health promotion clearly has a role to play in addressing food inequity and helping 
inform policy for the future.  
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